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The Safety and Efficacy of a Paclitaxel-eluting Wrap for Preventing
Peripheral Bypass Graft Stenosis: A 2-Year Controlled Randomized
Prospective Clinical Study
Mátyás L., BerryM., Menyhei G., Tamás L., Acsády G., Cuypers P., Halmos
F., de Vries A.C., Forgacs V., Ingenito G., Avelar R. Eur J Vasc Endovasc
Surg 2008;35:715-22.
Objectives: To compare the safety and efficacy of a bioresorbable
paclitaxel-eluting wrap implanted with a synthetic vascular graft (treatment)
versus the graft implanted alone (control).
Design: Prospective, randomized, controlled, multicentre, 2-year
clinical study conducted in adults scheduled to undergo femoropopliteal
peripheral bypass surgery with a polytetrafluoroethylene (PTFE) graft.
Materials and methods: Hundred and nine subjects were random-
ized 2:1 to treatment or control. All subjects were implanted with a
6 mm expanded PTFE vascular graft; in addition, treated subjects had a
2.5 cm  4 cm paclitaxel-eluting wrap (1.6 g/mm2) placed around the
distal graft anastomosis.
Results: The overall incidence of adverse events was similar in both
groups. Treated subjects required fewer limb amputations than controls
(15.5% vs 18.4%) and time to amputation for those that required amputation
was twice as long (153 days vs 76 days). Among diabetics, this effect was
pronounced with 13.8% of treated subjects requiring limb amputations
compared with 23.5% of controls. Over the course of study, the diameter at
the distal graft anastomosis was greater in treated subjects than in controls
(difference of 2.1 mm at 2 yr, p  0.03).
Conclusions: The paclitaxel-eluting wrap maintained graft patency at
the distal anastomosis and was safe to use in patients who had received a
peripheral bypass PTFE graft.
The Learning Curve of Totally Laparoscopic Aortobifemoral Bypass
for Occlusive Disease. How Many Cases and How Safe?
Fourneau I., Lerut P., Sabbe T., Houthoofd S., Daenens K., Nevelsteen A.
Eur J Vasc Endovasc Surg 2008;35:723-29.
Objectives: Totally laparoscopic aortic surgery is appealing. However,
the adoption of this technique in the broad vascular world is hampered by
the steep learning curve and the fear of exposing patients to excessive
morbidity and mortality. We assessed how many patients should be treated
to overcome this learning curve.
Materials and methods: The first 50 patients treated with totally
laparoscopic aortobifemoral bypass for severe aorto-iliac occlusive disease
were followed prospectively. Operative variables such as operative time,
aortic clamping time, amount of blood loss, conversion to laparotomy etc
were recorded (as well as 30-day mortality and morbidity). To discover a
turning point we used the technique of sliding averages. These data were
compared with the mortality and morbidity as predicted by POSSUM and
P-POSSUM.
Results: A clear turning point, with improved operative variables, was
seen after 20–30 patients. Mortality and morbidity were not higher than
predicted by POSSUM and P-POSSUM.
Conclusions:These data confirm the intuition of most people involved
in laparoscopic aortic surgery that the learning curve could be set at 25–30
cases. However, patients are not exposed to excessive morbidity and mor-
tality during this learning curve.
Obesity and Impaired Venous Function
van Rij A.M., De Alwis C.S., Jiang P., Christie R.A., Hill G.B., Dutton S.J.,
Thomson I.A. Eur J Vasc Endovasc Surg 2008;35:739-44.
Objectives: The clinical severity of venous disease is often worse in
obese patients. The objectives of this study were to compare lower limb
venous physiology assessed by air plethysmography in a large group of obese
and normal-weight patients; to consider the effect of posture on these
measures and on foot vein pressure in a smaller cohort.
Methods: Venous function was assessed using air plethysmography
and duplex scanning in 934 consecutive patients presenting for assessment
of venous disease. These were grouped into obese or non-obese categories.
A smaller group of twenty patients with a range of body weights were
randomly selected from a database of patients with varicose veins. Foot vein
pressures and femoral vein diameter were measured standing, sitting, lying
and ambulating.
Results:Venous disease was more clinically severe in the obese limbs
(CEAP C5&6 non-obese group 20.5%, obese group 35.4%, p  0.001
2). Venous reflux was worse in the obese but measures of muscle pump
function were better. Residual volumes and fractions were better in the
obese (mean residual volume, non-obese 60 SD 36, obese 50 SD 42,
p  0.001 t test). In the smaller study group weight correlated with the
diameter of the superficial femoral vein (r  0.50), ambulatory venous
pressure (r  0.45), venous filling index (r  0.49) and the ejection
volume (r  0.38, p  0.05). The foot venous pressure was significantly
greater in the obese in all positions.
Conclusion: The CEAP clinical stage of venous disease is more ad-
vanced in obese patients than non-obese patients with comparable anatom-
ical patterns of venous incompetence. This may be the result of raised
intra-abdominal pressure reported in previous studies, leading to greater
reflux, increased vein diameter and venous pressures.
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